im precious metal content 


Research on low-cost alloys con- 
vinced us that it is not safe to skimp 
on precious metal. For that reason 
the Williams Paloy series is 
unusually high in gold-platinum 
content. 

PALOY, as a result, has physical 
qualities and working properties 
more like gold than any similar 
material ever developed. We guar- 
antee it. It allows you to use your 
regular gold technique — soldering 
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(Use coupon on page 440) 


is easy. And since PALOY is 14 
lighter than gold, it goes that much 
farther — costing about the same as 
gold at the old price. 


Included in the PALOY line are: 
Inlay and Partial Denture Casting 
Paloy, Lingual Bars, Clasp Wire, 
Plate, Discs, Shells and Solder. Ask 
your dealer —or write for NEW lit- 
erature. Williams Gold Refining 


Co., Buffalo, N. Y., San Francisco, 
Cal., Fort Erie, N., Ont. 
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EVERY X-RAY 
ESSENTIAL 
including 
ECONOMY 


modern successful dentist is ac- 

cepting his new responsibilities in the 

field of preventive medicine by making 

a complete diagnostic oral survey of each 
patient. 

We designed this beautiful new model 4 
to provide for full diagnostic requirements, 
to operate conveniently and safely and to 
give you all there is to be had from a dental 
X-Ray—all for a most modest investment. 

The equipment includes a genuine G. E. 
Coolidge Tube, 45,000 useful voltage high 
power transformer, automatic safety me- 
chanical timer and all other necessary ap- 
pliances assembled in a dignified, impressive, 
genuine mahogany cabinet. 

Sold on unusually liberal time payment 
terms. Write for particulars. Return coupon 
on page 440. 


The New 
WEBER MODEL 4 
X-RAY 
$§90.00 


(Slightly higher West of Denver ) 


. 


WEBER 


DENTAL MFG. CO. 
CANTON, OHIO, U.S.A. 
Export Department, 149 Broadway, New York City 
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THE EDUCATION OF THE DENTAL PATIENT 


IV. THE DEVELOPMENT OF ROOT-END INFECTIONS * 


Fig. 1—A =Deep cavity in a tooth (site of bacteria). 


B=Beginning inflammation in pulp (nerve) of tooth 
progressing toward the root-end. 


C =Normal pulp tissue at root-end. 


D =The circumscribed zone is the area shown under high 
power magnification in Figs. 2, 3, and 4. 


Fig. 2—E =Bacteria traveling from cavity and beginning to appear 
near root-end. 


*This is number four in the second series of charts intended for the use of the dentist in explaining important normal and pathologic dental conditions 


to his patients. The first series has been published in booklet form. 


Fig. 3—F =Bacteria and toxins being forced through opening in 
tooth root; the bone surrounding the root-end is be- 
ginning to be destroyed. Infection is developing. 


Fig. 4—An extensive infection has developed at the root-end with 
bone destruction (the enlarging dark area). G=Pus for- 
mation. From such a focus of infection bacteria and their 
toxins may enter the blood stream to be carried to other 
parts of the body and there establish secondary infection. 
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FRACTURE OF THE MANDIBLE 
COMPLICATED WITH OSTEOMYELITIS 


History—G. M., a well nourished man, 
aged 26, 5 feet, 7 inches tall, weighing 
165 pounds, received a blow from a fist 
on the right side of the face on March 18, 
1932. He went to his physician who had 
roentgenograms taken of the mandibular 
and maxillary bones. The report of the 
roentgen examination read, “A complete 
vertical fracture of the left side of the 
mandible in the bicuspid region. The line 
of fracture runs between the first and sec- 
ond bicuspid and through the mental 
foramen. No displacement was evident 
nor was there evidence of fracture of any 
other bones of the face.” 

The patient had received no treatment 
other than a Barton bandage which had 
been kept in place for six days. He had 
been advised not to bite hard things 
and was dismissed as “cured.” Later the 
patient developed a pain in the jaw in 
the region of the left bicuspids, and was 
told to consult a dentist. 

Examination—Mr. G. M. presented 
himself at my office on March 29, 1932. 
The patient had a hard swelling extern- 
ally on the left side, at about the lower 
border of the ramus of the mandible. 
Examination of the mouth showed a false 
point of motion between the bicuspid 
teeth. The soft tissue between the 
bicuspids was lacerated buccally and 
lingually. A vitality test showed the two 
bicuspids in question to be vital. Move- 
ment of the broken ends of the mandible 
caused a serous discharge from the lac- 
erated tissue. The upper and lower first 
molar and first bicuspid of both sides 
were banded with orthodontic bands. 

Treatment—After the bands were 
cemented into place, the upper and lower 
bands were wired together with stainless 
steel ligature wire. The patient was in- 
structed to keep his mouth as clean as 
possible by frequent washing and spray- 
ing with an atomizer. A mouth wash was 
prescribed, and the patient was instructed 
to apply an ice bag to the external swell- 
ing for twenty minutes every hour. 

A liquid diet, as suggested by Doctor 
Ivy, was also prescribed; in addition, 
Viosterol, 5 drops, three times daily and 
calcium gluconate, 10 grains, three times 
daily were prescribed. 

Course—The patient was seen the fol- 
lowing day. His appetite was good, the 
pain was a little better, and the swelling 
was softer. 

The mouth was thoroughly sprayed 
with a mild antiseptic, and a medicinal 
dye was applied to the lacerated tissue 
in the mouth. 

The patient was seen daily for wash- 
ing and inspection of the bands and wires. 

The lower left band loosened in a few 
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REUBIN SELDIN, D.D.S. 
New York 


REPORT OF CASE 


days and was replaced by wires around 
the first and second molars with a loop 
between these teeth for the intermaxillary 
wires. 

Operation—On March 4, the external 
swelling was sufficiently pointed to indi- 
cate external incision and drainage. The 
intermaxillary wires were removed, 
nitrous oxide oxygen was administered, 
and a half inch incision was made at the 
lowest point of fluctuation. A quantity of 
greenish-yellow pus was obtained. A 
probe passed through the incision was 
easily passed into the mouth through the 
lacerated tissue between the bicuspids. A 
rubber drain was inserted and a sterile 
dressing applied over the incision. 

Postoperative Course—The following 
day the drain was removed, the wound 
was irrigated with a mild antiseptic solu- 
tion. 

The drain was changed and the wound 
irrigated daily for the next eight weeks. 
Roentgenograms, were taken weekly to 
observe the progress of the osteomyelitic 
process. 

On April 11, all the lower bands were 
removed and an arch wire was con- 
structed, similar to Doctor Winter’s splint. 
This arch wire was inserted to keep 
open the space where bone had been 
destroyed by the osteomyelitic process, 
and to prevent a collapse of the lower 
arch. Intermaxillary wires were applied 
from the arch wire to the upper bands. 
Pus was still flowing from the external 
incision. 

Second Incision—On June 7, the patient 
was again anesthetized with nitrous 
oxide oxygen, the incision was made 
slightly larger, and the  sequestra 
removed. A drain was inserted as 
previously. 

Course—June 11, the drains were dis- 
continued, as there no longer was any 
flow of pus. The incision was allowed to 
close. The patient was now coming to 
the office twice weekly to have the mouth 
cleaned. A _ slight discharge was still 
exuding into the mouth from between 
the bicuspids. The intermaxillary wires 
were discontinued and only the arch wire 
was retained. The patient was permitted 
to add semisolid foods to his diet. 

October 10, the arch wire was removed, 
and the patient was requested to return 
monthly for further roentgenograms. 

The patient was at no time more than 
5 pounds below his usual weight. During 
the first two weeks of treatment, the 
patient did lose some weight, but after 
he became accustomed to having his jaws 
wired and to having the liquid diet, he 
quickly regained the lost weight. 


Fig. 1—A 5 by 7 lateral roentgenogram 
was taken which showed the beginning of 
osteomyelitis in the line of fracture. 


Fig. 2—March 6, another lateral roentgen- 
ogram was taken which more definitely 
established the diagnosis of osteomyelitis 
in the line of fracture. 


Fig. 3—March 14, a roentgenogram showed 
the beginning of the bone sequestra. 


Fig. 4—March 20. Some of the smaller 
sequestra between the two bicuspids had 
been either dissolved or thrown off into 
the oral cavity in the time intervening be- 
tween this roentgenogram and the previous 
one. 


Fig. 5—March 27. Two larger pieces of 
sequestra are seen below, where the mental 
oramen was, and a smaller bit above and 
between the bicuspids. The beginning of 
callus formation may be observed in the 
region where the mental foramen should be. 


Fig. 6—April 11, a roentgenogram showed 
sequestra still in place. The first bicuspid 
ooks questionable. Vitality tests showed 
this bicuspid still to be vital, and it was 
retained. 


Fig. 7—June 2, the roentgenogram showed 
the larger sequestrum still present. The 
marker was inserted into the external in- 
cision, to localize the sequestrum. New 
bone may be observed to be forming in 
the region of the mental foramen. The first 
bicuspid looks better in this film. 


Fig. 8—June 8, the roentgenogram showed 
the sequestrum entirely gone, except for a 
tiny sliver between the bicuspids. New 
bone is seen to be filled in considerably © 
about the mental foramen. 


Fig. 9—June 29. Further regeneration in 
the line of fracture. 


Fig. 10—September 7. Further regereration 
of bone. A new mental foramen has been 
formed. At this date the patient was per- 
mitted to add solid foods within reason 
to the diet. 


Fig. 11—September 29. Further bone re- 
generation. New bone had been formed 
between the bicuspids more than half way 
up the roots. 


Fig. 12—November 21. Almost complete 
regeneration of the bone destroyed by the 
osteomyelitis. 
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Vitality tests in January showed the 
bicuspids to be vital. 


CoMMENT 


It will be observed in this report 
that three types of fixations were 
used: (1) orthodontic bands, (2) 
wire loop, and (3) metal splint. The 
orthodontic bands were not satisfac- 
tory. Aside from the difficulty in- 
volved in making them, they loosened 
repeatedly and gave way under the 
stress caused by the intermaxillary 
wires. 

The loop method, as suggested by 
Ivy, was satisfactory. The loops were 
easily applied and did not give to any 
appreciable extent when the inter- 
maxillary wires were tightened. 

The metal splint proved to be of 
great advantage in maintaining the 
space caused by the destruction of 
bone as a result of the osteomyelitis, 
and after sequestration had been com- 
plete, and callus formation and new 
bone formation had begun, the splint 
served to keep the parts fixed with- 
out resorting to intermaxillary wir- 
ing. This afforded a greater degree 


Chanin Building. 


BIOMECHANICS 


If there is anything certain in this 
world of puzzling and conflicting hypo- 
theses, it would appear that no one fac- 
tor ever caused anything in health or 
disease. This preamble concerns your 
editorial (September, 1934) in THE DEN- 
TAL DIGEsT, and specifically the latter part 
of the first paragraph. 

Now I claim, with some justification 
from experience of the mass-man mental- 
ity, that many readers will deduce from 
the first paragraph that metabolism is 
the one and only factor in dental disease 
worthy of consideration. I beg to state 
most emphatically, such a thought is too 
inhibited in scope, and, in fact, inac- 
curate. 

To use a homely, if logical, analogy 
between the dental organism and any 
kind of a mechanism: I ask you if it is 
sufficient for health and function merely 
to build your machine. You will admit 
that the upkeep of any machine entails 
alinement of parts for smooth working, 
and also, cleaning and_ lubrication 
thereof! Hence, I implore the use of lan- 
guage, which can in no wise be inter- 
preted to encourage, even by inference, 
a neglect of mouth cleanliness. Because it 
will not do in this civilization.—E. MEL- 
VILLE QuinBy, D.M.D., Boston, Mass. 

In the second installment to this 
editorial (October, 1934) appears the 
statement that “dentistry is a_bio- 
mechanical science and art,’’ which 


was intended to impress upon our 


THE DENTAL DIGEST 


December, 1934 


Fig. 13—January 13, 1933. Complete regeneration of the lower border of the mandible 
and regeneration of the interproximal septum between the bicuspids, half way up the root 
of the first bicuspid and two-thirds the way up the root of the second bicuspid. 


of comfort to the patient. He was 
able to clean his teeth and keep his 
mouth in a much cleaner condition 
than when the jaws were fixed. After 
having had his jaws wired together 
for the number of weeks that he did, 
opening the mouth and closing it 


LETTERS TO THE EDITOR 


readers the fact that the laws of me- 
chanics as well as the laws of biology 
play an important part. The upkeep 
of the dental machine is certainly as 
important to insure proper function- 
ing as the upkeep of any other me- 
chanical unit. Perhaps we should not 
have waited until the second install- 
ment to convey this impression. 
—EDITOoR. 


CANAL FILLING IN APICOECTOMY 


Concerning Doctor Hillel Feldman’s 
article in your August, 1934, issue, I 
have found that although the method he 
advocates is efficient, it does not meet all 
the requirements for that type of case. 
The method I have found more practical 
and convenient is one that saves unneces- 
sary treatments and visits when the api- 
coectomy is to be referred to a specialist. 

In the case of an anterior cyst in which 
its removal had to involve an apicoec- 
tomy, working in conjunction with Doctor 
J. Schroff, we decided to do the root canal 
therapy first. On opening into the canal, I 
found a thin serous fluid which could not 
be controlled by any known method. 

A tapered silver wire was made by 
turning on the lathe. This wire was in- 
serted into the canal and a roentgeno- 
gram taken. The wire was then removed 
and that portion was cut off that would 
stopper the opening and yet be well in 


again at will was to him a great 
pleasure. Eating became a much 
simpler affair; semisolid foods were 
permitted in conjunction with the 
liquid diet he had to subsist on when 
the intermaxillary wires were in 
place. 


that portion of the apex that was to be 
removed. The small silver cone was next 
jammed into the apex with root canal 
pluggers. Unhampered, we could then 
proceed with the cleaning and filling of 
the remainder of the canal. 

The disadvantages of cutting off a part 
of the apex before filling the canal are 
that some of the blood may dry up in 
the canal; that it is difficult to sterilize 
a wide open canal to its end; that it is 
almost impossible properly to condense 
the gutta-percha cones into a canal with 
almost parallel walls, such as is left after 
the removal of the apex.—GILBERT 
MITTLEMAN, D.D.S., New York, N. Y. 


ADOLESCENT GINGIVITIS 


In the August, 1934, issue of THE DEN- 
TAL DIGEST (page 271), you have a fairly 
satisfactory answer to Adolescent Gingi- 
Vitis. 

For some time now, dentists have been 
reading about vitamin deficiencies. From 
the case report, I should judge that this 
is a case of avitaminosis. The dentist 
definitely states that the patient eats “a 
great deal of rice.” Since the patient also 
has freely bleeding gums, it seems wise 
to lean toward a diagnosis of vitamin 
deficiency. 

Why not prescribe a blood test which 
would include a chemical analysis of the 
blood, a differential blood count, and a 
determination of the hemoglobin content? 
Why treat a case symptomatically ?— 
Harry Rotu, D.D.S., New York, N. Y. 
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THE DENTIST AND TUBERCULOSIS* 


URING recent years the 
of dental defects 

to many problems encountered 
by the internist has come to be gen- 
erally recognized. The importance of 
the subject seems to warrant a dis- 
cussion of this relationship to an im- 
portant branch of internal medicine, 
and the purpose of this article is to 
point out some of the valuable aids 
that the dentist may bring to the phy- 
sician in the diagnosis and treatment 
of tuberculosis. 

Many of the symptoms of begin- 
ning tuberculosis are of toxic origin, 
and consist of fatigue, low grade 
fever, and loss of weight. These symp- 
toms may be due to focal infection 
anywhere, and often originate from 
infected paranasal sinuses, infected 
teeth, diseased tonsils, gallbladder or 
pelvic organs, as well as from early 
tuberculosis; hence, in many patients 
when the diagnosis is obscure, the 
physician finds it important to rule 
out possible foci of infection outside 
the chest. It frequently happens that 
the teeth are the focus from which 
these symptoms come, and the rela- 
tively simple procedure of tooth 
extraction soon relieves the condi- 
tion. 

I recall two cases in which the 
extraction of abscessed teeth caused 
the disappearance of apical rales in 
the lung. 

One of these patients was a young 
woman who had lost 15 pounds, com- 
plained of considerable fatigue, and had 
a persistent rise in temperature in the 
afternoon, ranging from 99.6 to 100° F. 
Examination of the chest revealed the 
presence of persistent rales at the apex 
of the right lung, above the clavicle. 
These symptoms and physical observa- 
tions seemed to warrant a tentative diag- 
nosis of pulmonary tuberculosis, and the 
patient was therefore admitted to the 
sanatorium. During her routine dental 
examination, roentgenograms were taken 
of the teeth and two abscessed roots were 
discovered. These teeth were extracted. 
Within three days, the fever subsided, 
the patient felt much better, and soon 
regained her lost weight. Most significant 
of all, the rales at the right apex dis- 
appeared, and have not returned although 
this patient has been kept under observa- 
tion for the last: five years. 


*This article was written specifically for 
THE DENTAL DIGEST through the co- 
cperation of the National Tuberculosis 
Association, New York. The report of the 
Committee on Diagnostic Standards of the 
National Tuberculosis Association was 
i drawn on in the preparation of this 
article. 


HAROLD S. HATCH, M.D. 


Morristown, New Jersey 


We have seen another case, the history 
of which is similar to the case described, 
in which physical signs in the lung 
cleared up following the extraction of 
abscessed teeth. The outcome in these 
cases convinced us that the lung disorders 
and symptoms were not due to tubercu- 
losis. 


In treatment no less than in diag- 
nosis the aid of the dentist often 
proves invaluable. ; 

Most tuberculous persons have poor 
teeth, and few of them fail to show 
disorder. There are probably several 
causes that account for this. Lack of 
care is, of course, often a factor, as is 
also the malnutrition so often accom- 
panying the disease. While a great 
deal still remains to be learned 
regarding calcium metabolism in the 
tuberculous, there is considerable rea- 
son to believe that it is disturbed, and 
this is possibly a factor in the dental 
caries so often present. 

Altogether too frequently the phy- 
sician who finds a tuberculous lesion 
in his patient, seeks no further for 
other defects which may be present, 
but is content to treat his patient for 
tuberculosis alone. It is well to 
remember that even though a patient 
has tuberculosis, he may still suffer 
from other conditions which, if dis- 
covered, may perhaps easily be cor- 
rected. Thus relieved, he will then be 
in a much better position to combat 
the tuberculosis. 

A case in point is that of a middle-aged 
woman with proved pulmonary tubercu- 
losis, in the moderately advanced stage. 
For many months there was an afternoon 
fever of 100° F. Although the patient 
was kept constantly in bed, this fever did 
not subside. She did, however, gain con- 
siderable weight, the cough improved, and 
the expectoration decreased. Finally 
attention was directed to her teeth, and 
the roentgenogram showed the presence 
of an abscessed molar. Following its 
extraction, the fever subsided, and the 
disease eventually became arrested. 

Most physicians specializing in the 
treatment of this disease have come 
to recognize the importance of restor- 
ing the teeth of their patients to good 
condition at the outset of treatment. 
In all well conducted sanatoriums at 
the present time, a dental department 
is maintained, and is an important 
part of the institution. Here the teeth 
are carefully examined and put in 
good condition during the early part 


of the patient’s institutional residence, 


and are thereafter reexamined at 
regular intervals, : prophylactic treat- 
ments given when necessary, and be- 
ginning defects corrected. The bene- 
fits resulting from this work have 
made most physicians engaged in 
sanatoriums enthusiastic. Often the 
removal of carious roots, the cleaning 
of the teeth, and the restoration of 
teeth cause obstinate digestive dis- 
turbances to disappear. Of course, the 
tuberculous are prone to have im- 
paired digestion, and it is not believed 
that dental attention will correct all 
these disorders, but it does frequently 
occur. Moreover, these attentions to 
the teeth often result in an improved 
appetite. 


THE RECOGNITION OF BEGINNING 
‘TUBERCULOSIS 


Since the dentist, in his professional 
associations, frequently has confided 
to him the various symptoms that may 
be noticed by his patient, it is well 
that he know something of the sig- 
nificance of those symptoms that may 
accompany beginning tuberculosis. 
This is a disease so protean in its 
manifestations that there is no single 
symptom or group of symptoms that 
invariably spells its presence; how- 
ever, there are certain symptoms that 
should suggest the disease, and thus 
enable the dentist to advise the 
patient that he have a careful investi- 
gation made by his family physician. 


SYMPTOMS 


Fatigue—Loss of strength, lack of 
endurance, or undue fatigue, often 
not relieved by usual rest, is the most 
common symptom of early tubercu- 
losis. Overwork, lack of proper nutri- 
tion, excess of various kinds, and 
especially intercurrent diseases, such 
as influenza, often lead the patient to 
complain of an unwonted feeling of 
fatigue, a “run-down” or an “all-in” 
feeling. Such obscure or unexplained 
fatigue should always suggest tuber- 
culosis. 

Cough and Expectoration—There 
is no particular kind of cough or expec- 
toration characteristic of tuberculosis, 
but these symptoms persisting for six 
weeks or longer suggest pulmonary 
tuberculosis. The sputum should be 
examined two or more times in such 
cases. 
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Pain in the Chest: Pleurisy—Pain 
in the chest is not always indicative 
of pulmonary tuberculosis, although 
it perhaps occurs most frequently in 
this disease. Pain aggravated by deep 
breathing suggests the possibility of 
tuberculosis. Pleurisy with effusion 
or “water on the lung” is usually due 
to tuberculosis except in those cases 
in which it occurs during the course 
of pneumonia. 

Hemoptysis—Hemoptysis, or the 
spitting of blood in quantities of a 
dram or more, especially when 
occurring in persons under 40 years 
of age, is presumptive evidence of 
tuberculosis. 

Hoarseness and Huskiness— 
Hoarseness and huskiness when per- 
sistent should always be investigated 
as to origin. Laryngeal tuberculosis 
is a frequent cause. 

Loss of Weight—Loss of weight 
amounting to 5 per cent or more of 
the usual weight within a period of 
three or four months and _ not 
accounted for by seasonal variation 
warrants a careful examination for 
tuberculosis. 

Fever—Elevation of temperature 
to more than 99° F. occurring at a 
certain time of the day for several 
days should be regarded as abnormal 
temperature and warrants the sug- 
gestion of tuberculosis. It should be 
borne in mind that temperatures as 
high as 99.6° F. may occur after 
exercise, after meals, or during the 
menstrual period. The temperature 
during the period of investigation 
should be taken every two hours, over 
a period of at least a week. 

Rapid Pulse—When the pulse is 
taken after half an hour of physical 
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and mental rest, a pulse rate in men 
exceeding 90 per minute, and in 
women, 95 per minute may be one of 
the early signs of tuberculosis. 

Indigestion — Loss of appetite, 
“finicky” appetite, or what the patient 
terms “dyspepsia” or “indigestion” is 
a common early symptom of tuber- 
culosis, and is especially significant 
when occurring in young people. 

Examination Procedure—Any one 
of these symptoms should prompt 
the patient to seek medical advice. 
None of them is pathognomonic. A 
careful history should, of course, be 
made, followed by a thorough physi- 
cal,examination, microscopic examina- 
tion of the sputum, and in most cases, 
roentgen examination. Exposure to 
tuberculosis, especially if it has been 
intimate or prolonged, is suggestive as 
adding to the probability of the diag- 
nosis. 

A careful physical examination, 
especially of the chest, is essential. It 
is not necessary here to discuss in 
detail physical examination  pro- 
cedures, but it may be emphasized 
that rales or moisture heard over the 
upper part of the lungs are almost 
diagnostic of tuberculosis. However, 
the disease may give rise to no physi- 
cal signs. An examination indicating 
the chest to be normal, therefore, does 
not exclude the presence of tubercu- 
losis. It is now recognized that the 
proper taking of roentgenograms, 
preferably stereoscopic, is an essential 
procedure in the examination of the 
chest. Definite parenchymal changes 
are seen in nearly all instances of 
proved pulmonary tuberculosis. Ab- 
sence of such changes demands other 
proof of the existence of the disease. 
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Diagnosis—The diagnosis of tuber- 
culosis cannot, however, be reduced 
to a formula. After all possible evi- 
dence has been collected, it must be 
evaluated, which requires judgment 
based on experience and on a visuali- 
zation of the disease. GGuesswork may 
be materially reduced, however, by 
examining the collected evidence in 
the light of certain “key” symptoms. 
These are the so-called five diagnostic 
criteria of pulmonary tuberculosis, 
and are as follows: (1) a history of 
the spitting of a dram or more of 
blood, without any other known 
cause; (2) a history of an otherwise 
unexplained pleurisy with effusion 
(water on the lung); (3) definite 
physical signs of moisture in the upper 
half of the lungs; (4) definite evi- 
dence of parenchymal changes seen 
in the roentgenograms, located 
usually in the upper half of the chest ; 
(5) the demonstration of tubercle 
bacilli in the sputum. 

The first and second of these 
criteria constitute merely presumptive 
evidence. The third and fourth, while 
at times misleading and possibly due 
to other causes, nevertheless strongly 
indicate pulmonary tuberculosis. 
The fifth is practically always conclu- 
sive proof of pulmonary tuberculosis. 


CONCLUSION 


I wish to emphasize again the im- 
portance of dental consultation in 
many patients presenting themselves 
for examination with symptoms that 
may be due to focal infection as well 
as the benefits that may result from 
proper dental attention for the tuber- 
culous patient throughout the course 
of treatment of the disease. 
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REMOVAL OF BROKEN DENTAL NEEDLES* 


EW problems in oral surgery 

present the difficulties and de- 

mand the resourcefulness and 
tact on the part of the operator as 
does the removal of a needle frag- 
ment in the pterygoid area. Although 
broken needles are of comparatively 
infrequent occurrence, the oral sur- 
geon encounters them much more 
often than is generally appreciated. 
The conscientious operator will in- 
form his patient, or a near relative 
of the patient, of the fact that a frag- 
ment of needle has been broken. It is 
an unfortunate fact that there are a 
few operators in the dental profes- 
sion who attempt to conceal such in- 
formation from the patient. These 
operators probably feel that a frag- 
ment of steel or platinum in the tis- 
sues around the jaws will produce no 
ill effect. That this is sometimes true 
is conceded, but complications are apt 
to arise even years after the needle 
has been broken. 


COMPLICATIONS 
1. Migration of Needles—There 


are several possible complications of 
retained needle fragments. Much has 
been said concerning the migration 
of needles. There is no doubt that 
sometimes a fragment of needle may 
move from its original locality. It 
would seem that such movement 
would be increased by the movement 
of muscles during mastication. We 
have had no actual experience with 
such a needle entering the wall of a 
large vessel, although this would seem 
to be anatomically possible. Another 
possibility in the case of a migrating 
needle fragment is that it might enter 
the temporomandibular joint; how- 
ever, this is even less probable than 
the encroachment on a blood vessel. 
In this case it is conceivable that there 
would be marked impairment of joint 
function because of the reaction of 
the connective tissues around the 
foreign body. 

2. Nerve Involvement—A second 
complication resulting from a retained 
needle fragment is that of nerve in- 
volvement. In the pterygoid region 

*From the Department of Maxillo-Facial 


Surgery, Western Pennsylvania Hospital, 
Pittsburgh. 


S. G. MAJOR, Ph.D., D.D.S., M.D. 
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Fig. 1—Roentgenogram taken with the mouth open in position. The anterior end of the 
needle_lies opposite the anterior margin of the ramus of the mandible. 
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Fig. 2—Roentgenogram showing a long needle fragment. The two rami are correctly 
superimposed in this exposure, but the jaws are not separated in the proper position for 
operation. Two wire ligatures are shown (slightly to the left and below the anterior end of 
the needle fragment) which make the location of the fragment comparatively easy. 
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there are two large sensory nerves, 
the lingual and the mandibular, as 
well as the motor branch of the in- 
ferior division of the fifth cranial 
nerve. The object of the mandibular 
injection is to deposit the anesthetic 
solution in the vicinity of the mandi- 
bular nerve. It is probably true that 
the needle tip usually does not come 
into actual contact with the nerve 
itself, but anesthesia is accomplished 
in the majority of cases by the diffu- 
sion of the solution through the tis- 
sues into the immediate vicinity of 
the nerve; however, there can be no 
doubt that the nerve is sometimes in 
actual contact with the needle. If the 
needle is broken in such a circum- 
stance there is definite possibility of 
the production of neuralgic-like symp- 
toms; these symptoms sometimes per- 
sist throughout life unless section of 
the sensory root is performed. Un- 
fortunately, after such symptoms ap- 
pear, the needle fragment cannot be 
removed, owing to a connective tissue 
reaction about the nerve. 

3. Connective Tissue Reaction—A 
third possible complication, and a 
more frequent one, is a connective 
tissue reaction around the foreign 
body. The tissues resent the invasion 
of a foreign body, and if the foreign 
body is retained too long, a defensive 
reaction is produced. This is accom- 
plished by the reaction of the connec- 
tive tissues; there is a definite trend 
to encapsulation of the foreign body. 

One of us has recently removed a 
metallic object which had been pres- 
ent for thirty years. In this case there 
was a well defined cyst, the content 
of which contained oxidized metallic 
fragments, and even after this pro- 
longed period, a small piece of metal 
still remained within the cyst. Nature 
responds here, as in any regenerative 
process, by an over-production of tis- 
sue elements, and consequently, the 
connective tissue reaction around a 
needle fragment is excessive. Such an 
area of scarring may result in a 
myositis of the internal pterygoid 
muscle, with consequent trismus. 
Here, again, after the myositis has 
developed little can be done to re- 
lieve symptoms thus produced. 

4. Law Suits—Another complica- 
tion, which is pertinent although of 
an entirely different nature, is that 
of medico-legal proceedings. It is not 
in the realm of this paper to discuss 
the sympathetic attitude toward the 
patient of a lay jury. If the needle has 
been removed in the interim between 
the dental operation and the court 
proceedings the practitioner will have 
less cause for anxiety than if he has 
made no attempt to have the frag- 
ment removed; or perhaps has not 
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even made the patient aware of its 
presence, the diagnosis having been 
made subsequently by _roentgeno- 
graphic examination. 


MANDIBULAR INJECTIONS 


By far the greatest number of 
needles are broken during the course 
of mandibular injections, and since 
their removal in this region is diffi- 
cult, and since the general principles 
of removal of needles in this region 
apply to needle fragments elsewhere, 
this paper will be confined to the 
needle broken during mandibular in- 
jections. 


REASONS FOR BROKEN NEEDLES 


There are several reasons to ac- 
count for needles breaking during the 
course of the injection: (1) Some 
broken needles are due to faulty tech- 
nique on the part of the operator; (2) 
some are due to poor cooperation on 
the part of the patient; and (3) some 
are due to improper selection of 
needles or to (4) faulty needles. 

There are several reasons to ac- 
count for needles breaking during the 
process of a deep injection about the 
mandibular nerve, among which are: 
(1) defective needles; (2) the use of 
a needle of too small caliber; (3) 
excessive angulation of the needle dur- 
ing the injection; (4) excessive force 
exerted when the needle tip meets 
obstruction; (5) lack of knowledge 
of the anatomy of the region, and (6) 
poor cooperation on the part of the 
patient. 

Defective Needles—With regard 
to defective needles, no prolonged dis- 
cussion will be made of the relative 
merits of steel and platinum needles. 
The steel needle is perhaps less dif- 
ficult to manipulate, and the tip can 
be kept in better condition than one 
of - platinum. The operator should 
make a definite rule, if he insists on 
the use of a steel needle, to discard it 
at regular intervals, and not use the 
same steel needle over too long a time. 

Selection of Needles—With regard 
to the selection of a needle of suit- 
able caliber, it must be borne in mind 
that if a needle of fine diameter is 
desired the best choice is a platinum 
needle. There are steel needles avail- 
able at the present time which will 
withstand a marked degree of bend- 
ing, and if a needle is to be employed, 
obviously one of this type is prefer- 
able to one that will break easily. 

Angulation — Many _ operators 
make the mistake of subjecting the 
needle to an excessive degree of an- 
gulation during the injection. 
Granted that many needles available 
can be subjected to repeated bend- 
ing, and some can even be tied in a 
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knot, nevertheless during any injec- 
tion the needle should be manipulated 
from side to side as little as possible. 

Force—lf the needle point meets 
an obstruction, one should not force 
the needle beyond the point of ob- 
struction. ‘The needle should be 
withdrawn part way and inserted at 
a slightly different angle. Forcibly to 
attempt to push a steel needle of small 
caliber beyond a rigid point of ob- 
struction is to court the disaster of 
a broken needle. 

Anatomy—The anatomy of the 
region of the mandibular injection 
must be clearly visualized by the op- 
erator. Medially are the tendinous 
fibers of the internal pterygoid mus- 
cle which offer a definite degree of 
resistance to the needle; laterally, is 
the mandibular ramus, the surface of 
which is never absolutely smooth, and 
often a sharp-pointed needle engages 
against a minor bony irregularity. 
The variance in the anatomy of the 
region in different persons must be 
considered. Generally speaking, the 
bony irregularities are more pro- 
nounced in well developed muscular 
persons than in thin, poorly developed 
persons. 

Suitable Subjects — Occasionally 
the mishap of a broken needle is en- 
tirely the fault of the patient. It 
should be borne in mind that there 
are certain types of patients not suited 
to deep nerve injections. The highly 
apprehensive patient, the “neurotic, 
high-strung” type, and young chil- 
dren are to be given deep nerve in- 
jJections only after careful deliberation 
as to its advisability. 

One of us recently had occasion to 
remove a small needle fragment from 
the pterygoid region in a child, aged 
4 years. This type of anesthesia was 
probably a poor selection for this par- 
ticular patient. 

The majority of patients are suit- 
able subjects for deep nerve injection. 
The operator should tell the patient 
what he is attempting to accomplish. 
It seems a little far-fetched to the 
average patient to have an injection 
in the pterygoid area in order to have 
a lower anterior tooth extracted; a 
sudden turn of the head due to the 
patient’s apprehension may be _ the 
cause of a broken needle. 

A nesthetic—The choice of an anes- 
thetic is an important consideration in 
needle removal, if one is to secure 
good results in a high percentage of 
cases. No single agent can be em- 
ployed in all cases. In the phlegmatic 
person, who takes the mishap calmly, 
local anesthesia supplemented by seda- 
tives is often all that is required, and 
most of these patients can be handled 
satisfactorily in the office. On the 
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other hand, in the agitated, apprehen- 
sive patient or in the case of children, 
general anesthesia should be em- 
ployed, preferably in a hospital. Al- 
though ether readily lends itself to 
this type of case, we prefer avertin 
as the anesthetic agent. The rectal 
anesthetic often must be supplemented 
by a small amount of ether, but the 
basic averin anesthesia, we believe, is 
superior to an anesthesia of ether 
alone. 

Location—A short history solicited 
from the patient often aids in locat- 
ing the needle fragment. It is im- 
portant to ascertain whether the 
anesthetic solution had been deposited 
in the tissues, either in part or en- 
tirely, and whether or not anesthesia 
was procured throughout the dis- 
tribution of the mandibular nerve. If 
good anesthesia is secured with a 
small amount of solution, we can be 
assured that the needle tip lies above 
the level of the mandibular foramen 
and in proximity to the mandibular 
nerve. If, with the deposition of a 
fairly large quantity of anesthetic 
solution, no anesthesia is secured, we 
can be fairly sure that the needle tip 
lies in a position incorrect for anesthe- 
sia. 

We wish to emphasize strongly 
that no attempt should be made to 
plunge into the soft tissues to grasp 
the end of the needle unless the needle 
is easily visible above the surface of 
the mucous membrane. Instead, a 
careful roentgenographic examination 
must be made to locate the position 
of the needle accurately. This is of 
paramount importance in needle re- 
moval. Ordinarily roentgenograms 
should be taken with the jaws in the 
same relationship as they will be dur- 
ing the operation to remove the 
needle, as shown in Fig. 1. In other 
words, the roentgenograms should be 
taken at approximately the same angle 
as during the operation. A bite block 
or gag should be employed. 

A second point is that some roent- 
genopaque material should be inserted 
into the soft tissues so as to serve as 
a point, or points, of reference of 
the needle fragment. Some operators 
employ hypodermic needles for this 
purpose, but those interfere with 
working convenience at the time of 
the operation, and we prefer to in- 
sert several wire ligatures, threaded 
through the soft tissues on a full 
curved intestinal needle. The liga- 
tures are tied as shown in Fig. 2. 
These do not interfere with the work- 
ing conditions and are not removed 
until the needle fragment is finally 
extracted. By using several such liga- 
tures the needle may be fairly well 
located. 


Fig. 3—Vertical incision through the mucous membrane. The 
position of the needle is indicated by the dotted line. 


The two rami should be superim- 
posed in the roentgenogram. The ob- 
ject of this is to prevent distortion. 
The superimposition does not inter- 
fere with the view of the needle. If 
the needle is some distance from the 
inner surface of the ramus, and the 
roentgenogram is taken at any angle 
other than a right angle, the distor- 
tion may show the needle to be remote 
from where it actually is. In most 
cases, it is well to take roentgeno- 
grams at least at one other angle, and 
sometimes in several positions. If 
there is any question as to whether 
the needle was introduced to the 
lateral side of the anterior border of 
the ramus an occlusal view should be 
taken; the needle may actually be 
shown to have been introduced to the 
lateral side of the ramus; this is, 
however, exceedingly rare. 

Time—Having decided on the 
choice of an anesthetic agent, and with 
accurate roentgenograms at hand, the 
next step in the removal of the needle 
is to consider the time most suitable 
for operation. If there has been no 
attempt by another operator to re- 
move the needle prior to the time we 
are consulted, we proceed immediately. 
However, if there has already been 
considerable mutilation of the tissues 
of the pterygoid area, we prefer to 
defer the operation until the inflam- 
mation has subsided, which is usually 
a matter of three or four days. 


TECHNIQUE FOR REMOVAL OF 
NEEDLE IN MANDIBULAR AREA 


1. The patient is well anesthetized, 
either by local or by a general anes- 
thetic, and the mouth is held open at 
the same angle as when the roent- 
genograms were taken. By consult- 
ing the roentgenograms the approxi- 
mate location of the needle is visual- 
ized. 


2. The incision is planned in such 
a way that it is at right angles to the 
long axis of the needle fragment, with 
about half of the incision above and 
the other half below the level of the 
needle, and with the line of incision 
crossing the needle fragment at about 
the junction of the anterior and mid- 
dle thirds of the needle, as shown in 
Fig. 3. The purpose of making the 
line of incision in this manner is that 
the needle will not be pushed deeper 
into the tissues in a posterior direc- 
tion by working down upon its ante- 
rior end. 


We attempt to strike the side of 
the needle and not its anterior ex- 
tremity. It is foolhardy to attempt to 
locate the anterior end of the needle 
by dissecting directly down upon it. 
This vertical incision is made only 
through the mucous membrane, and 
no blind incision should be made into 
the deeper structures of the pterygoid 
area, because of the possibility of sev- 
ering the lingual nerve, the mandi- 
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a. Lin tial rn. 
b.mandivcular n. 
c. ing. dental art. 


Fig. 4—The relationship is shown of the lingual and the mandibular nerves and of the 
inferior dental vessels to the internal pterygoid muscle, and the position of the needle 


fragment in respect to these structures. 


bular nerve, or injuring the inferior 
alveolar vessels above the point where 
they enter the mandibular foramen. 
The proximity of these structures to 
the needle fragment is shown in 
Fig. 4. 

3. The anterior flap of mucous 
membrane is now grasped with small 
Allis forceps or is retracted anteriorly 
with a small retractor, so as to give 
a view of the field of operation. No 
crushing instrument, such as a hemo- 
stat, should be placed on the mucosal 
flaps. 

4. With the anterior edge of the 
internal pterygoid muscle exposed the 
fibers are separated in the direction 
of its fibers, not cutting the fibers; 
this is done by blunt dissection, as 
shown in Fig. 5. 

We prefer to do this blunt dissec- 
tion by placing curved scissors or a 
hemostat between the fibers of the 
muscle and then separating the blades 
gently. In this manner there is less 
likelihood of lacerating the lingual 
nerve which passes anterior to the 
mandibular foramen. ‘The nerve 
should be pushed aside if it is encoun- 
tered rather than severed. After the 
fibers of the muscle have been sepa- 
rated throughout the length of the 
incision, the anterior fibers are re- 
tracted anteriorly by a small blunt 
retractor and the posterior fibers are 
held back by the blades of a curved 
hemostat. Usually at this stage the 
lingual nerve is visible. The needle 
is located by the use of a probe. 

6. With the probe against the 
needle, a fine hemostat is placed in 
the wound beside the probe and the 
needle is grasped with it. If the needle 
fragment is short, it is sometimes pos- 
sible to extract it through the original 


incision. However, if it is long, a sec- 
ond fine hemostat is placed on the 
needle, and the needle is worked for- 
ward, one hemostat being kept 
clamped on the needle while the other 
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is released, and vice versa. In this way 
it is worked forward and eventually 
its anterior end will produce a promi- 
nence in the mucous membrane over 
the region of the anterior margin of 
the ramus. 

7. The mucous membrane is nicked 
with a scalpel and the end of the 
needle pushed out through this open- 
ing. 

8. A hemostat is then placed on its 
anterior end, the two original hemo- 
stats are released, and the needle is 
thus removed. 

A word of caution is in order in 
those cases in which the needle has 
been in place for considerable time. 
In these cases no angulation of the 
needle should be attempted, because 
owing to corrosion, such needles are 
prone to break into smaller frag- 
ments. 


NERVE SUTURING 


If the lingual or the mandibular 
nerves have been severed during this 
operation, an attempt at nerve suture 
should be made, fine silk being used 
for this procedure. No attempt is 
made to suture the separated fibers of 
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Fig. 5—Method of separating fibers of the internal pterygoid muscle by blunt 
dissection. A, the lingual nerve; B, the mandibular nerve and inferior dental vessels. 
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ESTERDAY tthe seals for the Relief 
Fund of the American Dental Asso- 
ciation came to my office as well as 

to the offices of all other members of the As- 
sociation. The day before yesterday a pledge 
card was received with the request for a con- 
tribution to the Community Chest: a worthy 
project, 1am sure. As I read the December 
numbers of both professional and general 
publications, I see the appeals to buy Christ- 
mas Seals to help in the fight against 
tuberculosis. 

These appeals may strike us in one of two 
ways: First, our baser selves, our selfish selves, 
may react in irritation to what we may be- 
lieve to be a begging, hat-in-hand onslaught 
upon our pocketbooks from these several 
sources. In short temper, we may assign the 
seals and pledge cards to the wastebasket. 
A richer, finer emotion may, in the second 
place, be stirred. If we reflect, we may see 
that the guild spirit, the brotherhood of the 
craft, is behind the motive of the Association 
Relief Activities. In the Community Chest, 
we note the hand of neighborliness at work 
to help the underprivileged or those in need 
of a kind of aid that is not supplied from 
governmental doles. In the anti-tuberculosis 
campaign is reflected a cooperative move- 
ment in public health education that is a 
credit to the wisdom of the American people. 

You and I would like to be good members 
of the guild, good neighbors, good citizens. 
We would like to stretch our resources to 
cover the Relief Fund activities, the Com- 
munity Chest, the Christmas Seals. We may, 
however, have to choose among the three. 
If I must make this choice, I would prefer 
to support my guild; to help the fellow mem- 
bers of the craft to which I am genuinely 
devoted. By my donation to the American 
Dental Association Relief Fund, I reflect, 
I may help some colleague of mine beside 
whom I have sat in committee deliberation; 
or perhaps one who is known to me only by 
the bond of correspondence; or perhaps 
some dentist, unknown to me at all, who has 
spent his life with the same ambitions and 
aspirations as I. Then in selfish light I see 


myself in need of aid: ill and without re- 
sources. Such contemplation sounds like so 
much sentimentality; but there are certain 
likely realities which unfortunately can only 
be described in sentimental terms; the sound 
of an expression, however, has nothing to do 
with its truth. I repeat, were I in the plight 
of illness without resources, I would rather 
turn for help to my friends and colleagues 
than to a community fund, or reach out to 
grasp the cold hand of the dispenser of the 
dole. 

None of us expects to be among the un- 
fortunate. We do not see ourselves destitute. 
I have seen the checks go forth to men who 
once were afHuent; men whose food and fuel 
and shelter could be had only from the fund 
of the guild. Once I rode in a funeral cortége 
that did not end in Potter’s Field only 
because a saving check came forth from a 
relief fund. 

In the ten years of existence the Fund has 
distributed more than $100,000 to indigent 
members of the Association. The rare judg- 
ment and business ability of the custodians 
of the funds are attested to by the fact that 
this activity of temporary relief has been 
carried on from average yearly per capita 
contributions from the members of about 
forty ccnts, 

President Casto suggests that the con- 
tributions this year be made as a gesture of 
honor to the memory of John H. Cadmus who 
labored throughout the years as secretary 
of the Relief Commission. In a letter from 
John Cadmus to Doctor Fred R. Adams of 
the Fund, we learn something of the vision 
of a great man doing an important work well: 

“Since the organization of this fund we 
have prevented nearly one hundred of our 
members from becoming public charges. 
We have made their last days on earth 
comfortable and happy. If every member 
would give at least a dollar a year we could 
extend the activity further among our 
needy members.”’ 


I SHALL NOT DELAY: MY CONTRI- 
BUTION GOES FORTH TODAY, 
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HERE are four main types of 

enamel diseases: mottled, 

erosion, atrophied, and enamel 
that is malformed by heredity. Ex- 
tensive porcelain restorations offer in- 
teresting possibilities for treatment in 
all these types. What these possibili- 
ties are and how they may be realized 
is described here by presenting one 
case in full detail to illustrate each 
type. 

MottLep ENAMEL 

Mottled enamel is interesting to 
the dental practitioner because of its 
prevalence, and because, in the near 
future, medical science may entirely 
wipe out this dental malady. 

The case of mottled enamel has 
been definitely traced to the pres- 
ence of minute quantities of fluorine 
in drinking water. The danger line 
is two parts in a million; in many 
parts of this country, particularly in 
some of the Rocky Mountain dis- 
tricts, the water supplies have been 
found to contain from two to seven- 
teen parts of fluorine in a million. In 
fact the drinking water is so bad in 
some of the endemic areas that in one 
town in Colorado investigations 
showed that 98 per cent of the popu- 
lation had mottled enamel teeth. 
Mottled enamel is also commonly 
seen among the mountainous sections 
of Italy. In fact, some people in this 
country from those areas recognize 
their fellow countrymen by this dis- 
figurement of the teeth. 

Fortunately mottled enamel may 
be prevented by changing the water 
supplies so that the water is free of 
fluorine. This is being done already. 
Cities are investigating their water 
supplies and changing to fluorine-free 
water sources.” It is gratifying, too, 


1McKay, F. S.: Mottled Enamel: The 
Prevention of Its Further Production 
Through a Change of the Water Supply at 
Oakley, Idaho, J. A. D. A. 20:1137 (July) 
1933. Smith, Margaret C.; Lantz, Edith M.., 
and Smith, H. V.: Causes of Mottled 
Enamel, Tech. Bul. No. 32, University of 
Arizona, June 10, 1932. Smith, Margaret 
C.: Mottled Enamel in Arizona and Its 
Correlation With Water Supplies, Tech. 
Bul. No. 43, University of Arizona, July 15, 
1932. 

2Churchill, H. V.: Occurrence of Flu- 
orides in Some Waters of the United 
States, J. Dent. Research 12:141-148 (Feb- 
ruary) 1912. The two cities already re- 
portea to have changed to fluorine-free 
water sources are Oakley, Idaho and a 
city in Arizona. 
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DISEASES OF ENAMEL: 
TREATMENT BY EXTENSIVE PORCELAIN RESTORATIONS 


HARRY KAZIS, D.M.D. 
Cambridge, Massachusetts 


that the process by which fluorine 
produces mottled enamel in the teeth 
is now being closely investigated, and 
the nature of its action is clearly un- 
derstood by research workers.* It is, 
therefore, not too visionary to hope 
that in the near future medicine will 
find a treatment to check mottled en- 
amel as soon as it is discovered, and 
possibly even to restore the enamel to 
healthy appearance and structure. 
There are many varieties of mot- 
tled enamel, and it occurs in all de- 
grees of severity. Mottled enamel may 
run in mild forms in which the tooth 
is patchy, opaque, and unglazed, to 
severe cases in which the whole tooth 
is mottled; also, it may vary from 
mild instances in which only several 
of the teeth (usually the uppers) are 
affected, to more severe cases in which 
every tooth in the mouth is mottled. 


REPORT OF CASE OF MOTTLED 
ENAMEL 

A young man, in his thirties, was physi- 
cally normal but had mottled teeth. The 
entire dentition was unsightly, which was 
a source of embarrassment to the patient. 
The teeth were developed to normal size 
and form, but badly mottled (Fig. 1). 
Though some small cavities were pres- 
ent in the centrals, laterals, and cuspids, 
these teeth were not badly decayed. 

It is interesting to observe that the rea- 
son this young man came in for dental 
attention was because a cyst had devel- 
oped on the palate. He had no idea that 
dentistry could do anything to correct the 
mottled teeth. 

While working on the removal of the 
cyst, I studied the patient’s dentition for 
the possibility of its correction with 
porcelain jackets. Most of the teeth were 
well-formed, of sound structure (except 
for the discoloration of the enamel), and 
would, therefore, bear up well under 
porcelain crowns. The patient was 
physically in good condition to endure 
the extensive preparation. 

Roentgenologic and clinical diagnosis 
was made first. The upper right cuspid 
had a cyst at the apex of the root, which 
developed into an acute alveolar abscess 
on the right side of the palate, almost 
covering that entire half side of the 
palate. The abscess was incised and 
drained, the cyst removed, and the tooth 
extracted (Figs. 2 and 3). 


3’ Velu, H.: Possibility of Fluorine Intoxi- 
cation During Fetal Life, With Special 
Consideration of Dystrophy of Teeth, Bul. 
Acad. de Med., Paris, 110:799 (December 
26) 1933. Boissevain, C. H. and Drea, W. F.: 
Spectroscopic Determination of Fluorine 
in Teeth, Dent. Research 13:495-500 
(December) 1933. 


The roentgenograms also indicated the 
necessity to extract several of the upper 
and lower teeth (these teeth are marked 
by arrows in Figs. 2 and 4) which were 
abscessed or so broken down that it was 
found advisable to replace them with 
bridgework. 

The following restorations were there- 
fore made before preparation of the 
jacket was begun: replacement of the 
upper right cuspid which was extracted as 
a result of the cyst and the upper left first 
bicuspid, which was missing. To do this 
the upper right first and second bicuspids 
were covered with gold crowns, the first 
bicuspids carrying a small bridge; a 
Steele’s interchangeable facing was used 
to fill the cuspid space (Fig. 3). A large 
cavity in the upper right second molar, 
which almost covered the entire occlusal 
surface, was anatomically restored. 

On the left side, the upper left first 
bicuspid was missing, and the upper left 
second molar, found to be abscessed, was 
extracted. It will be noted in Fig. 2 that 
the space between the upper left cuspid 
and second bicuspid is large. This was, 
I believe, a result of an early extraction 
combined with the loss of a first perma- 
nent molar. The second bicuspid conse- 
quently had plenty of room to drift 
toward the second molar. 

All cavities were restored with amal- 
gam. It was also found necessary to re- 
move the lower left second bicuspid and 
first molar, and those were replaced by 
a fixed bridge. 

The preparation of the jackets was 
then begun, starting with an upper left 
lateral, and then proceeding with the left 
central, right lateral, and right cuspid, 
in the order named. The porcelain crowns 
were also applied to the lower centrals, 
laterals and cuspids (Figs. 5 and 6). 

My first thought was to carry the porce- 
lain crowns as far back as the first molar 
in order to conceal entirely the mottled 
disfigurement. To use jackets farther back 
than the cuspids, however, would give 
only slight additional esthetic effect 
which the cost would not justify. 

When the porcelain jacket crowns were 
completed, the result was a _ complete 
transformation, not only of the patient’s 
dentition, but of his whole personality 
(Fig. 7). He gained 18 pounds within two 
months after the restorations were com- 
pleted. 

These porcelain jacket crowns were put 
on three years ago. They have since stood 
up without any difficulty. The restora- 
tion, therefore, comes up to expectations 
in every way, and by its results amply 
justifies the labor and expense involved. 


EROSION 


The causes of erosion are as yet im- 
perfectly understood. Research in- 
vestigation of erosion has not been 
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Fig. 1—Appearance of patient before 
treatment. Note the badly mottled appear- 
ance of all the teeth. 


Fig. 2—NModel of uppers before work was 
begun. Note the cyst arising from right 
cuspid. Arrows point to teeth that had to 
be removed. Note also large space be- 
tween cuspid and second bicuspid. 


Fig. 3—Models, both upper and lowers, of 
completed work (inside view). 


Fig. 4—Models of lower jaw. Arrows 
indicate teeth that had to be extracted. 


Fig. 5—Models showing entire dentition 
before work was begun. 


Fig. 6—Models showing completed work. 
Compare with Fig. 5. 


Fig. 7—Agreeable appearance of patient 
= completed restoration. Compare with 
ig. 1. 


extensive. Strong indications are 
already present, however, particularly 
from the work of Doctor Miller who 
produced erosion artificially outside 
of the mouth, that it is due to acids 
in the mouth. 

As with mottled enamel, there are 
many forms of erosion and all degrees 
of severity. One severe case of erosion 
is reported here: 

The patient, a middle-aged man, in 
excellent physical condition, had poor 
teeth as a result of erosion. The erosion 
was so severe that it occurred not only 
in the susceptible areas (at the cervical 
region of the tooth) but extended far 
down from the cervix on both the labial 
and lingual sides. On some teeth, the ero- 
sion even extended directly down, in a 
straight line, to the incisal edge on both 
the mesial and distal sides of the tooth. 
Unfortunately, only two teeth are shown 


in Fig. 8. 
This patient's teeth were unusually 
long, and as a result of the erosion 


anomaly, the gums receded, making the 
teeth appear all the more elongated. The 
resulting unsightliness embarrassed the 
patient in his occupation of sales execu- 
tive. 

The patient had tried every measure 
that dental science offered in the hope 
that some transformation of the teeth to 
normal could be realized. He had had them 
restored with synthetic and amalgams; 
inlays of various types had also been 
tried. 


Treatment — Roentgenographic ex- 
amination of the entire dentition disclosed 
that all the upper teeth, with the excep- 
tion of the upper right lateral, were vital 
and free from apical infection. The upper 
right lateral was found to be abscessed 
and was therefore extracted. 

All the teeth were prepared for porce- 
lain jacket crowns. 

A local anesthetic was used throughout. 

The porcelain jacket crown was first 
placed over the upper right first bicuspid. 
A thimble crown was constructed on the 
cuspid; the lateral was supplied with a 
Trupontic. The two upper centrals (Fig. 
9) were next restored with porcelain 
jackets. 

While proceeding with this work a 
new technique of strengthening porcelain 
was introduced. The upper left cuspid 
was restored with a porcelain crown 
(Swann Type) as the abutment for a 
porcelain bridge; the first bicuspid was a 
full porcelain pontic. 

As this pontic was to serve as a sup- 
port for a removable partial restoration 
(Fig. 10), it was important that this tooth 
be properly contoured and ‘closely abut- 
ted against the ridge. 

Technique—After the Swann bridge 
was made, I placed some wax over the 
ridge and in fitting the bridge, pressed it 
firmly into the wax. The bridge was then 
reinvested ; the necessary porcelain added 
to make it conform to the wax impres- 
sion, then reglazed and finished. This I 
found adapted the bridge more closely to 
the gums, made it fit more securely, and 
gave it sufficient support to carry the 
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Fig. 8—Pencil points to extensive erosion on cervixes of upper left lateral and cuspid. 

Fig. 9—Models of completed restoration. 

Fig. 10—Models (left side view) showing completed Swann bridge (on upper left cuspid) of which the first bicuspid serves as the abut- 
ment for a partial (clasp) denture restoration for the remaining upper teeth. 

Fig. 11—Appearance of patient with upper restoration completed. 

Fig. 12—Models of completed work (right side view). 

Fig. 13—Models of completed restoration (inside view). Note, on the model of the uppers, the close adaptation of the porcelain jac- 
kets, and the particularly good adaptation of the Swann bridge, which makes it possible to use the second left bicuspid as the clasp 
abutment to support a removable restoration. The nodel of the lower teeth shows the remaining right (jacketed) bicuspid and first left 
bicuspid (with previous gold crown) which were made the clasp abutments of a case with lingual bar. 

ig. 14—View of patient with work completed. 
Fig. 15—Natural, attractive, appearance of patient with restoration completed. 
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burden of the clasp-partial-restoration 
that was supported on it (Figs. 10 and 
11). 

A partial upper denture was con- 
structed. In the lower jaw, several loose 
teeth were extracted. The right cuspid 
was jacketed, and a partial, lingual bar 
denture with two clasps was made. 


ATROPHIED ENAMEL 


Atrophy of the enamel is a hypo- 
plasia of the tooth as a result of the 
acute exanthema of childhood. 

As is the case of mottled enamel 
and erosion, atrophy occurs in many 
forms and in all degrees of severity. 

A girl, aged 15, had _ pronounced 
atrophy of the centrals, laterals, and part 
of the cuspids. The first permanent mo- 
lars were also badly atrophied. 

In childhood, the patient had had a 
severe case of scarlet fever with high 
temperature. As a result of this the first 
permanent molars, the upper centrals, 
laterals, and also the lower centrals, 
laterals, and cuspids were atrophied. The 
upper centrals and laterals were affected 
more than the corresponding lower teeth 
(Fig. 15), probably because of a some- 
what later eruption. Note the normal de- 
velopment of the bicuspid and molars in 
Fig. 16. 

A thorough roentgenographic and clini- 
cal examination showed that all the teeth 
were vital and free from pathologic de- 
fects. Considering the nature of the con- 
dition, the possibility of restoration with 
fillings was out of the question. The in- 
cisal edges were completely destroyed; 
retention would therefore be impossible. 
Gold inlays might have been used, but 
covering a full half of each tooth with 
gold would not be attractive. I therefore 
felt it advisable to use porcelain crowns. 

The lower centrals, laterals, and cus- 
pids also had small cavities, and the 
labial surfaces were somewhat eroded. 
These I was able to restore with plastic 
porcelain and then I filed and smoothed 
the eroded areas. This was all the lowers 
needed to make them presentable. 

Crowning all the six upper anteriors 
was sufficient for the present. The first 
permanent molars were left to be restored 
at some later date. Figs. 17 and 18 show 
the completely satisfactory transforma- 
tion which resulted. These crowns have 
now been on for more than two years, 
and in that time have presented no difh- 
culty. 


MALFORMED ENAMEL BY HEREDITY 


A case of enamel malformation as 
result of heredity was described in the 
first article* of this series. Full partic- 
ulars of its treatment are given there. 

Defective teeth caused by heredity 
are being frequently reported in the 
literature.° 


CONCLUSION 


There are many persons hideously 
disfigured by teeth with diseased 


4 Kazis, Harry: Extensive Porcelain Jacket 
Restorations, DENTAL DIGEST 40:298 
(September) 1934. 


5 Clark, H. F. and Clark C. S.: Absence of 
Tooth Enamel; Dominant Hereditary 
Anomaly in Man, J. Heredity 24:425 (No- 
vember) 1933. Kley, H.: Familial Occur- 


rence of Hypoplasia, Med. Welt. 8:311 
(March 3) 1934. 
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Fig. 16—Appearance of patient before 
restoration. Note how badly the upper an- 
teriors are atrophied, while the lower an- 
teriors are not so badly affected. 


Fig. 17—Models before restoration. 


Fig. 18—Models of completed work in 
case of atrophied enamel. 


Fig. 19—Completed restoration, showing 
changed appearance of patient in case_of 
atrophied enamel. 


enamel. The condition is embarrass- 
ing, and as a result, persons with mot- 
tled enamel live a parched, withered 
social life. 

It is the function of the dentist, I 
feel, to treat teeth for the relief of 
social maladjustments just as much 
as it is his duty to treat teeth for the 
relief of their pathologic defects. The 
mental agonies endured by people 
who cannot show their teeth because 
disfigured by diseased enamel becomes 
a physical malady. Mental agonies 
penetrate to the physical being and 
cause ailments there. 

Something must be done for those 
people suffering from the disfigure- 
ment of diseased enamel. The new 
method of extensive restoration with 
porcelain crowns described in these 
articles is in my opinion the answer 
to the problem. 

The porcelain crown does possess 
features which make it well suited for 
diseased enamel restorations: It pro- 
duces in full the natural beauty of a 
sound, healthy tooth; it seals the 
tooth completely, checking any possi- 
bility of further deterioration; if 
properly applied (with a broad flat 
shoulder), it considerably strengthens 
the tooth structure. Extensive restora- 
tions with porcelain crowns, there- 
fore, offer a permanent restorative 
treatment for diseased enamel teeth. 

This article is not an attempt to 
make the exaggerated claim that ex- 
tensive porcelain restoration is a full 
cure for all diseased enamel teeth. 
Only in some, a fraction of the many 
cases of diseased enamel, is the ex- 
tensive restoration with porcelain 
possible; in far fewer cases still is it 
advisable. 

But in those cases in which it is 
advisable, and those are mostly the se- 
vere ones, in which the disfigure- 
ment, and hence the need for trans- 
formation is greatest—in those cases 
extensive porcelain restorations offer 
excellent possibilities for treatment 
that permanently restores the teeth. 
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SECURING RETENTION IN LOWER FULL DENTURES 


HE full lower denture will 
always remain a mystery to all 
who follow denture builders 
who advise using identical technique 
for upper and lower dentures. The 
only thing in common the two alveo- 
lar processes have is their tooth bear- 
ing purpose but their foundations are 
as different as bed-rock and quicksand. 
The dental profession has success- 
fully coped with the problem of the 
upper denture. Dentists can, almost 
at will, impart any degree of reten- 
tion they wish to these upper den- 
tures, but this cannot be said for 
lower dentures. 

Some knowledge of anatomy of the 
part where most retention can be se- 
cured must be had. I am, therefore, 
calling attention to a diagrammatic 
representation of what one sees and 
palpates in the region of the lingual 
heels of lower plates. Fig. 1, A shows, 
surmounting the distal end of the 
alveolar crest, a pear-shaped thick- 
ened pad. Slightly below this, running 
directly downward and slightly for- 
ward, is a raised or rounded internal 
ridge (Fig. 1, C). It is up to this 
ridge that most lower dentures are 
brought and finished. Directly distal 
to this ridge and in the direction of 
the tonsils, lies a depressed area (Fig. 
1, B). In 80 per cent of the cases I 
have seen, this area is free of muscu- 
lar and ligament attachments. The 
horizontal line is that of the mylo- 
hyoid ridge. 

The lower margin of this area is 
determined by extending backward 
the general line of the mylohyoid 
ridge (Fig. 1, F). The mylohyoid 
ridge is the orthodox lower border of 
all lower dentures wherever made. 
Below this area lies a deeper 
depressed area in which tongue and 
throat muscles arise (Fig. 1, D). The 
encroachment on this particular area 
by pioneer denture builders has 
caused them to drop the use of the 
whole extension in disgust. By fixing 
the diagram in mind, it is not neces- 
sary to make the same mistake. 

This area lying back of the raised 
internal ridge and above the mylo- 
hyoid ridge with its mate on the op- 
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A.PEAR-SHAPED THICKENED PAD. 

B .AREA HAVING NOMUSCULAR-OR OTHER ATTACHMENTS. 

@ .RAISED OR ROUNDED INTERNAL RIDGE LINE. 

D .DEEPER DEPRESSED AREA IN WHICH TONGUE 
MUSCLE AND THROAT MUSCLE INSERTIONS ARISE. 

E .LINE OF MYLOHYOID RIDGE. 

F EXTENTION OF MYLOHYOID RIDGE LINE TO 


IMPRESSION LIMITS. 


G .LINE FROM EXTREME DISTO-ALVEOLAR BORDER 
OF PEAR-SHAPED PAD TO EXTREME LIMIT 
OF EXTENDED MYLOHYOID RIDGE. THIS MARKS 
LINGUO-DISTAL PLATE LIMIT. 


Fig. 1—Anatomic landmarks in an edentulous mandible. 


posite side forms a natural undercut. 
This undercut must be handled 
gently. When handled gently, satis- 
faction with the denture results. 
When a lower denture is constructed 
according to the following technique, 
keeping what has been said in mind, 
it usually takes no more than four 
adjustments, and sometimes only two, 
to let the patient go on his way, to 
enjoy his food. 


TECHNIQUE 

1. A snap impression is taken with 
any linguo-distal extension lower 
tray on the market, or with one of 
the Bowen split and hinge trays. The 
latter are the most satisfactory. The 
operator should try to get the area 
directly back toward the tonsils. 

2. A model is poured in plain 
plaster and the case outlined as shown 
in Fig. 2. To outline a case, one 
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PEAR-SHAPED AREA. 

RAISED INTERNAL RIDGE. 

MYLOHYOID RIDGE. 

aww NDICATES BUCCAL SECTION OF PEAR- 
SHAPED AREA BISECTED BY PLATE OUTLINE. 

WIT INDICATES PLATE OUTLINE. 

WM BLACK TRIANGULAR AREA INDICATES 
WHERE PINK BASE WAX IS TO BE ADDED 
TO RESINOUS TRAY. 

SvR\PED AREA INDICATES AREA OF 
MUSCLE INSERTIONS. 


Fig. 2—Outline form of full lower denture. 


must first locate the anatomic areas. 
The pear-shaped area is outlined 
first; the raised internal ridge is then 
marked; followed by the outline of 
the mylohyoid ridge; this mylohyoid 
ridge line is extended backward to 
impression limits. —The denture out- 
line is made by connecting the ex- 
treme impression limit of the ex- 
tended mylohyoid ridge line to the 
distal alveolar crest border of the 
pear-shaped area. The denture out- 
line is carried over to the buccal sur- 
face by having it bisect the pear- 
shaped area that faces buccally. The 
remainder of the denture outline, not 
shown in the figures, is outlined as in 
the days before modeling compound 
corrected impressions were popular. 
These outlines were shy rather than 


over-extended, thus avoiding muscle 
attachments. 

3. Two layers of the resinous base- 
plate material are fitted one over the 
other. These are adapted to the out- 
lined model and their borders are 
carefully made to coincide with the 
outline. Carefully polish the united 
border with a rasp and make 
sure that the two layers are securely 
united to each other by hot wax be- 
ing placed between them or by forc- 
ing the edge of a hot spatula through 
the outer layer, uniting it with the 
inner one by the softened material. 
The double thickness is necessary to 
overcome the fragility of this mate- 
rial and carry the “finished im- 
pression” better. 

4. The base-plate tray is fitted in 
the mouth. The patient is instructed 
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tu protrude the tongue. If the patient 
complains of the tongue being tied 
down, the extended area is filed off 
on the side in line with the mylohyoid 
ridge until relief is secured. The 
operator should not file off from the 
extreme distal border. ‘The remainder 
of the lower tray is now corrected. If 
by raising the tongue and having it 
touch the roof of the mouth the tray 
is dislodged, file generally around the 
lingual border, but do not touch the 
area just adjusted. The labial border 
is treated in a similar manner, the 
tray margin being kept well away 
from muscle attachments. This tray 
represents the outline of the finished 
denture after the adjustments have 
been made. 

5. A piece of red base-plate wax, 
one-eighth inch by one-half inch is 
softened, rolled, and added just with- 
in one extreme lingual edge of the 
tray. While the attached wax is still 
soft, the tray is introduced into the 
mouth, the waxed side going in first. 
It is held seated long enough to chill 
the wax, which is about one minute. 
The same procedure is repeated on 
the opposite side, the softened wax 
side going in first again. 

6. A test for mechanical retention 
is now made. Try to raise the tray 
heels by tilting the tray in the cen- 
tral incisor region. A handle to aid in 
tilting may be made of wax and 
attached in the incisor region. If it 
will not raise at all, there is too much 
compression. If it raises readily and 
comes completely away more wax 
must be added. If it raises slightly, 
then stops, and if when the pressure 
is continued for a moment more, it 
comes away, the retention is exactly 
right. 

7. Truplastic, plastogum, or simi- 
lar material is now used for the final 
impression. A thin mixture is made 
and placed in the tray. Portions of 
the material are also carried into the 
mouth, covering the labial portion of 
the ridge. Some of the material is 
placed on both sides between the 
tongue and where the disto-lingual 
border of the denture will be. The 
resinous base-plate is carried to the 
mouth and seated, and the whole 
mass is allowed to set. The patient is 
instructed to repeat the tongue move- 
ments and work the lips while the im- 
pression is still soft but firmly held 
in place. The removal is done in an 
upward and backward direction. The 
impression should be boxed and 
poured in any good stone. Plenty of 
room should be provided for thick 
heels. 

8. From this point on, the opera- 
tor may use his usual technique for 
setting up teeth. There is a secure 
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foundation. It should be remembered 
that the original resinous base is the 
denture outline, especially so in the 
heels of the impression. 

9. In adjustment of the finished 
denture for tongue soreness or relief, 
always trim the bottom edge upward; 
never trim away the whole extension 
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at the same time. The denture should 
only be trimmed forward from its ex- 
treme distal position when an elec- 
tric lighted mirror exploration defi- 
nitely shows this edge to be creating 
the soreness. 

10. The extension portion should 
be slightly polished on the gums or 
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alveolar surface, and the margins 
should be well rounded. This polish 
may be secured by placing a heavy or 
medium tin foil over the extension 
area before packing and vulcaniza- 
tion. Waxing must be fairly thick on 
the heels, and the excess taken down 
when the denture is finished. 


REMOVAL OF BROKEN DENTAL NEEDLES 


the internal pterygoid muscle, and 
the only ligature used is two or three 
interrupted sutures placed in the 
mucous membrane flaps. Number 1 
chromic catgut is used for this liga- 
ture. We do not place a drain in the 
wound, since it has been our experi- 
ence that these wounds close with 
no complication other than slight to 
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moderate trismus for the first few 
days following the operation. The 
sutures do not require removal. 
Ordinary mouth hygiene is instituted 
following the procedure. 
COMMENT 
We wish to emphasize that no at- 
tempt should be made to remove a 
needle fragment unless the operator is 


thoroughly familiar with the anatomy 
of the region, and unless he is pre- 
pared to spend the time required for 
the operative procedure. Occasionally 
a needle may be removed in a few 
minutes, whereas a case that may ap- 
pear parallel in every respect requires 
an hour or more before the foreign 
body is finally located and removed. 


AN OUTLINE OF DENTAL HISTORY 


to have been practiced in an- 

cient Egypt, Greece and Rome. 
The following names and dates 
marked significant strides the 
progress of dental science: 

460-370. B.C.: Hippocrates: Ex- 
tracted teeth and advised cleaning 
and preserving with a powder of his 
own formula. 

25 A.D.: Aurelius Cornelius Cel- 
sus: Physician and writer who 
stressed in his treatise of eight books, 
De Medicina, the pathology and ther- 
apy of the teeth in connection with 
the practice of general medicine. 

15th Century: Johannes Arculan- 
us: An Italian dentist who strongly 
introduced conservative treatment of 
badly decayed teeth. He was the 
first dentist to use gold as a restora- 
tive material. 

1613-1684: Highmore: Discov- 
ered that the supermaxillary bone is 
hollow, and this cavity was named 
for him antrum of Highmore. 

1632-1723: Leeuwenhoek: ‘Threw 
light on histology and bacteriology 
with improved microscope. 

1680-1761: Pierre Fauchard: 
Wrote Le Chirurgien Dentiste ou 
Traite des Dents in 1728 which laid 
the foundation on which modern 
dentistry stands today. 


Gem form of dentistry seems 


1776: Puff: Made the first plas- 
ter model, and pin teeth from oyster 
shells in Germany. 

1776: Duchateau: A German 
chemist; first to make artificial teeth 
from ivory. 

1781: Le Maire: Introduced den- 
tistry in the United States. 

1788: Greenwood: Established 
himself as the first dental practitioner 
in New York. 

1802: Benjamin Rush: Wrote a 
letter to Doctor Edward Miller 
pointing out the close relationship 
between diseased teeth and general 
diseases.’ 

1829: Koecher: By his Principles 
of Dental Surgery, published in Lon- 
don, established dentistry as a science. 

1837: Murphy: Made the first at- 
tempt in Ireland to prevent decay. 
The restorative materials used then 
were silverplate, cement and gutta- 
percha. 

1840: The first dental college was 
established at Baltimore. 

1842: Leir Gilbert: Made the first 


real plaster cast in Shonovan. 


1 Rush, Benjamin: An Account of Several 
Cases of General Diseases Cured by the 
Extraction of Decayed and Diseased Teeth, 
reproduced from the Medical Repository 
6:285, 1803, reproduced in THE DENTAL 
DIGEST 39:358 (September) 1933. 


1844: Wells: Discovered nitrous 
oxide anesthesia. 

1845: Francis Rynd: Applied the 
hypodermic injection in Ireland. 

1846: Morton: Discovered ether 
anesthesia. 

1848: Caouchouc was invented. 
Goodyear made vulcanite rubber. 
Puttman made the first pot for vul- 
canizing in New York. 

1866: Bertham: Cast the 
aluminum plate in Baltimore. 

1871: G. V. Black: Invented the 
first dental engine. 

1875: The Royal College of Den- 
tal Surgeons was established in To- 
ronto. 

1886: Gergman: Introduced steam 
sterilization in surgery. 

1895: Roentgen: Discovered the 
roentgen rays (x-rays) in Munich. 

19th Century: Gardette: Made 
ivory teeth and gold plates and in- 
vented the articulator. 

1905: Einhorn: Discovered novo- 
caine. 

1907: Taggart: First to use cast 
gold inlay. 

1912: Hunter: Described focal in- 
fection. 

—M.-B. Morpurgo, D.D.S., 


Saskatoon, Saskatchewan, Canada. 
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Bue, Louis A. and Bargen, J. Arnold: 
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Leeuwenhoek, September. 

William Harvey, October. 

New York Centennial Meeting, No- 

vember. 

Pasteur, December. 


51 
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Caries, January 
Price, Weston A.: Why Dental Caries 
with Modern Civilizations? 7. 
Field Studies of Modernized Am- 
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Leuck, Miriam Simons: Dental Clin- 
ics in Austria, May 
Phillips, Herbert E.: Sickness Insur- 
ance and the Trade Unions, April 
Tylman, Stanley D.: Organization 
and Operation of the Industrial Di- 
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Concluded, August 
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FULL DENTURE PROSTHESIS 


Benedict, W. S.: Roofless Dentures, 
November 

Blumenthal, Louis H.: Securing Re- 
tention in Lower Full Dentures 
Easily, December 

Cox, George E.: A Simplified Method 
of Taking the Bite, June 

Flynn, E. D.: Preextration Method of 
Recording Distance Between Upper 
and Lower Jaws, March 

Jacobson, I. S.: Additional Weight 
for a Completed Lower Denture, 
May 

Rostov, Henry E.: The Use of the 
Intermaxillary Matrix in Full Den- 
ture Construction, Jamuary 

Stansbery, C. J.: Complete Full Den- 
ture Technique: 8. Comments and 
Summary, January 
(The previous installments ap- 
peared in 1933 from May through 
October. ) 

Stiker, Amos G.: Immediate Dentures 
for the Average Dentist, December 

HISTOLOGY 

Kamrin, Benjamin B.: The Dental 
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Black, Arthur D.: The Dental Ex- 
hibit at A Century of Progress, 
May 

Carmosin, Fred: Microscopic Tech- 
nique for General Dental Practice, 
August 

Christen, H. J.: Lighting of the Den- 
tal Cabinet, July 

Fitz-Gibbon, John J.: Cleft Palate, 
August 

Goldberg, Maurice A.: Dental Mate- 
rials: A Didactic Subject, August... 

McAfee, S. H.: How a Dentist May 
Make His Own Clinical Motion 
Pictures, September 

Musburger, Lloyd E.: Uses of Liquid 
Petrolatum in the Dentai Office, 
February 

Nesson, John H.: What the Dentist 
Should Know About the Law, Sep- 
tember 
Continued, October 
Concluded, November 

Scott, Edwin S.: Improved Plaster 
Spatula, February 

Snyderman, Martin: Moulage, April 


OPERATIVE DENTISTRY 
Knox, Eldon L.: The Management of 
Difficult Class Five Cavities, Feb- 
ruary .... 
Shriber, J. D.: A Simplified Inlay 
Technique Using a Centrifugally 
Packed Amalgam Die, September... 
Shultz, J. E.: A Simple Technique to 
Insure Smooth Castings, January .. 
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Spies, W. F.: Cleaning the Teeth, 
July 


ORAL PATHOLOGY 
Hollander, Lester and Goldman, B. 
A.: Syphilis of the Oral Mucosa, 
March 
Lain, Everett T.: Electric Phenomena 
in the Oral Cavity, June 
Matteson, R. C.: Some Pathologic 
Studies in the Third Molar, Febru- 


ary 
Shields, Seth W.: Gangrenous Sto- 
matitis—Report of a Case, April ..... 


ORAL SURGERY 

Brodsky, Ralph Howard: Mandibular 
Cavernous Hemangioma, February 
Feldman, M. Hillel: Postoperative 
Canal Filling in Apicoectomy, Au- 
gust 
Field, Harry J. and Ackerman, 
Alfred H.: Displaced Roots in 
Maxillary Sinus, October 
Greenberg, Herbert H.: Collodion as 
a Hemostatic, September 
Harris, Leon: Common Cysts of the 
Jaws, November 
Hopkins, Joseph A.: Electrosurgery 
in the Oral Cavity, August ................. 
Jacobs, Walter H.: The Painful 
Socket and Its Treatment, October 
Major, S. G.: Removal of Broken 
Dental Needles, December 
Matthews, George W.: An Oral 
Surgery Sponge, April 
Meistroff, C. L.: A Useful Hint for 
Fracture Wiring, June ....... 
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"Fee Ames Du- 
plex Package sup- 
plants the familiar 
AmesTriplex pack- 
age and affords the 
same measure of 
economy to _ the 
dentist, but makes 
this economy avail- 
able on a smaller 
unit of purchase. 
In this new Ames 
Duplex Package 
units to the aggre- 
gate value of $6.00 
» are sold for $5.00. 


Traditional Quality In 
Up-To-Date Units 


The good name of Ames Cements is 
constantly enhanced by the satis- 
faction that the dental profession 
enjoys in the use of these truly scien- 
tific products. For over 40 years Ames 
quality has been a factor that every 
dentist can depend upon. 

In the development of a new drop- 
per that avoids contamination of the 
liquid—a new bottle that harmonizes 
with modern office arrangements— 
and a new package that serves both 
aesthetic and economic requirements, 
the traditional Ames quality is visual- 
ized in a timely manner, and the 
sincerity of science afforded the dis- 
tinction of modernity. 


b @ Ask your dealer for Ames Cements 
and enjoy all these advantages. 


THE W. V-B AMES COMPANY 


Fremont, Ohio 


December, 1934 


ANNUAL INDEX 
(Continued from page 431) 


Morrison, Scott: Ethyl Chloride 
Anesthesia for Children, May ..... 
Penny, R. A.: Acute Cellulitis, July... 
Seeman, George F.: Abnormalities of 
Impacted Mandibular Third Mo- 
lars, January 
Seldin, Reubin: Fracture of the 
Mandible Complicated with Osteo- 
myelitis, December 
Thompson, Earl A.: Root Removal, 
April 
Woodward, C. Maynard: Reduction 
of Fractures by Use of Simplified 
Wiring, September 
Woodard, Don E.: Necrosis Follow- 
ing Infiltration, August 
ORTHODONTIA 
Fine, Samuel: Judicious Extraction in 
the Treatment of Malocclusion, 
October 
Lancet, Benjamin M.: Space Main- 
tainers, May 
Wright, Harry B.: The Orthodontic 
Treatment of Impacted and Un- 
erupted Teeth, March 
PARTIAL DENTURES 
Allen, Fred W.: Design for Round 
Wire Clasps With Maximum Flex- 
ure and Torsional Elasticity, March 
Burch, R. W.: A Partial Lower Den- 
ture Technique, January 


PERIODONTIA 
Ball, Edward L.: Acute and Chronic 
Vincent’s Infection, July 
Sorrin, Sidney: Traumatic Occlusion: 
Its Detection and Correction, May... 
(Concluded) June 
Willman, Warren: The _ Clinical 
Course of Pyorrhea Pocket Forma- 
tion, June 


ROENTGENOGRAPHY 
Raper, Howard R.: Presenting Bite- 
Wing Technique in Line Draw- 
ings, July 
Sklow, Henry H.: The Importance of 
Preoperative Roentgenographic Ex- 
amination, February 
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A NEW 
SUPPLY 


of the 


(the first series ) 


is now ready 


1005 Liberty Ave., Pittsburgh, Pa. 


Patient Chart Booklet 


Send your order direct to 
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Only per cent 


of some 11,500 Luxene cases 
produced by 33 representative 


dental laboratories have been 


Returned for Repair 


These laboratories, ranging in size from the smallest to the largest, 
have been using Luxene for varying periods up to 214 years, the 
average experience being about 14 months. As a group, they 
constitute a representative cross-section of the laboratory industry. 
For that reason it is logical to assume that the results they report 
are typical of those obtained by hundreds of other laboratories 
throughout the country—particularly as so many of these others 
have commented in equally enthusiastic though less specific terms 
upon the satisfactory performance of their Luxene cases... We 
suggest that you ask your laboratory about its percentage of 


repairs on 


The Translucent ose Denture Material 


REG. U.S. PAT. OFF, 


THE RANSOM & RANDOLPH CO. 
TOLEDO, OHIO 
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Make that 


A modern, completely Ritter Equipped operatory 
like this one immediately creates a favorable im- 
pression in the mind of every patient. 


Without a thoroughly modern office, up-to-date in every detail, you ser- 
iously handicap your chances for professional success. Patients judge 
you by your office. Decide now to eliminate obsolete, inefficient equip- 
ment which limits the building of a profitable practice. Investigate today 
the possibilities of economically replacing it with modern Ritter Equip- 
ment. 

Ritter Equipment creates confidence from the very start. Its modern 
design and appearance bespeak your spirit of progressiveness . . . your 
awareness of the newest developments in dental technic and practice. 
Ritter Equipment predisposes patients in your favor. 

Moreover, to possess Ritter Equipment means that you are able to oper- 
ate more efficiently at all times . . . that you are fully equipped to give 
your best attention to each and every patient. 


RITTER DENTAL MANUFACTURING COMPANY, INC. 
Ritter Park Rochester, N. Y. 


pression 


CREATE PATIENT 
CONFIDENCE! 


ical 


Anny ltem of Ritter 
Equipment may be 
Purchased on the 
DEFERRED 
PAYMENT 
PLAN 


Prices of Ritter Equipment are 
being maintained at consistently 
low levels. Yet any item of Ritter 
Equipment may be acquired for 
a small down-payment with fur- 
ther payments extended over a 
period of three years if desired. 
You'll want to have the details 
of the Ritter Deferred Payment 
plan. Your Ritter Dealer will be 
glad to give you complete de- 


tails. 
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He makes your troubles 100 times greater 


—in order to reduce 


Microscopic examination of this 
broken wire clasp showed clearly an 
outer shell of contaminated metal. 
Chemical analysis revealed the nature 
of the contamination (in this case, sul- 
phur). With this information it was 
possible to deduce the cause of the 
trouble and to recommend changes 
in the technique which would elimi- 
nate it. 


NEY RESEARCH SERVIC 


[CONSTANT PROGRESS IN DENTAL METALLURGY] 


them to zero! 


When you send a troublesome case to the Ney 
esearch Department, the specimen undergoes 
truly scientific investigation. Examination with 
the metallographic microscope shown above is 
only one of a number of important steps requir- 
ing expensive apparatus and skilled metal- 
lurgists. We are glad to place these facilities at 
your disposal for reducing your restoration 
difficulties “to zero.” Send in your troublesome 
cases, with details of the technique used, to 
Research Dept., The J. M. Ney Company, 
Hartford, Conn. (Offices also at 55 East Wash- 
ington Street, Chicago. | 
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“Kelly’s Paste’. . . and Silk 
Chiffon...take the Grief 
Out of “Partials” 


WHY GUESS as to whether or not your undercut 
partial dentures will fit and function correctly? Here is a new 
variation in technic which, with ordinary skill and care, is 
bound to produce a satisfactory result. 
| This method (1) avoids elongating the bite and (2) pro- 
vides perfect adaptation. The case goes DIRECTLY from 
mouth to flask, corrects the inaccuracies of the articulator, 
and preserves the accurate detail of the final, Kelly’s Paste 
impression. 


Undistorted 
Adaptation 


Elongation of bite is prevented by 
covering with heavy foil the cast 
upon which the case is waxed up, 
and removing the foil just before 
applying the Paste (see below). A 
similar result may be secured by 
scraping away one to two mm. in 
depth of the wax surface that rests 
on soft tissue before applying Paste. 


Silk for 
Reinforcement 


A moistened piece of silk chiffon 
is laid over the cast as shown. The 
inside surface of the waxed case is 
coated with Kelly’s Paste. The case 
is placed LIGHTLY on the cast as 
shown, picking up the silk, which 
should cover the paste at all areas 
which are to rest in contact with 
the natural teeth. The case is now 
seated in the mouth and the patient 
instructed to tap the teeth together 
gently until case is in proper posi- 
tion. 

When Paste is hard the case is 
removed. The silk prevents the 
Paste from going too far into the 
interproximal spaces and locking, yet preserves the detail of undercuts, prevents 
points from breaking off, and permits the case to be replaced in the mouth as many 
times as necessary to perfect the adaptation before flasking. 

The case is now invested directly in the flask. The denture, when completed, 
will slip accurately into position, with balanced adaptation of saddle and clasp. No 
grinding of teeth should be necessary. Satisfaction of the patient should be assured. 


Send for Outline of Technics on Full, Partial and Immediate 
Denture Construction. Trial Package, $1 Postpaid. 


Y ELLYS PASTE 


KELLY-BURROUGHS LABORATORY, Inc. 
57 East Washington Street, Chicago, III. 
© Send descriptive folder 
' © Enclosed is $1: send Trial Package 
C Deliver Standard $2.50 package through dealer 
O Deliver Specialist $5 package (pictured) through dealer 


Cast with piece of silk chiffon, cut proper shape 
and ready for moistening 


Wasxed-up case with Paste applied, set lightly on 
cast to pick up the wet silk 


(or use coupon on page 440) 
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The PACIFIC 


NORTHWEST 
Writes About 


VYDON 


u 
inferi or 


The names of the laboratories who wrote 
these letters will be sent on request. 


LEE S. SMITH & SON MFG. CO. 
7325 Penn Avenue, Pittsburgh, Pa. 


: FROM POR TLAND 
“An “Curate and unbj- 
4sed record of Vydon den- 
Pe Cures has Shown Not a sin- 
E: gle breakage due to any 
: Feason since the instal]a- 
tion of the Andrew; ther- 
: Molizer | It is Tegret- 
4 table that this fine denture 
Materja] Should TeCeive a 
“4 set 0Cessing 
“T have been USINg a nym- 
the trouble in My ther- 
Molizer and am having 
200d results. Because Vy 
w don jg a very beautiful, 
Natura] looking Materia] 
: and cases Made some time 
are Still like new, | 
 &g 4M a great booster for it,” 
| to my SUCCEss With 
Vydon Since installeq 
| Dr, Andrew. thermolize, 
: In J une, am Pleased to 
: | Write yoy that UP to date 
| . It has been | 00%, having 
had no breakage at al], 
ber With Perfect results.” 
Address.... é 
Dealer.......... 
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OU are often able to recognize 

symptoms before injection that 
contraindicate the use of epinephrin. 
But, many times your apparently nor- 
mal cases prove susceptible after the 
injection manifesting pallor, nervous- 
ness and jitters. 


Now you have an anesthetic that can be 
used with a minimum of risk in your 
normal, borderline and abnormal pa- 
tients alike. Novocain-Cobefrin formula 
336 permits you to operate without the 
discomfort at times experienced with 
the use of epinephrin. 


Because of the less severe vasoconstric- 
tor action of Cobefrin, a more normal 


~ 


bleeding occurs, thus permittirg nat- 
ural healing. 


Write for further information, or better 
yet, convince yourself of its advantages 
by ordering a supply from your dealer. 


Carpule Wattér. 
Locar Anestueic 


Cook Laboratories, Inc. 
The Antidolor Mfg. Company, Inc. 


170 VARICK STREET NEW YORK, N. Y. 


Laboratories: 
Rensselaer and Springville, N. Y. 


Novocain, Reg. U. S. Pat. Off., H. A. Metz Laboratories, Inc., 
Brand of Procaine HCl. 


Cobefrin, Reg. U. S. Pat. Off., Winthrop Chemical Company, Inc., 
Brand of Nordefrin. 
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BUY CHRISTMAS SEALS 


THE DENTAL DIGEST December, 1934 


The ‘Little Red’ 


In this one-room cottage at Saranac Lake, N. Y., the modern treatment of 


tuberculosis began » » Young Dr. Edward Livingston Trudeau had gone 
to his favorite hunting ground to die of the disease » » But he discovered 
that the more he rested the better he felt » » His recovery convinced him 
that rest is the vital factor in effecting a cure, and he built the little sana- 
torium in 1885 to treat others » » Today it isa museum affectionately known 
as the ‘Little Red’ » » Koch’s discovery of the tubercle bacillus, Trudeau’s 
regimen of cure, and Holboell’s idea of the Christmas Seal made possible the 
organized fight against tuberculosis » » Progress has been made, but tuber- 
culosis still kills more persons between the ages of 15 and 45 than any 
other disease » » Help conquer it by using Christmas Seals on your holiday 


letters and packages. 


The NATIONAL, STATE and LOCAL TUBERCULOSIS ASSOCIATIONS 
of the UNITED STATES 
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ELASTO-VELVEX 
the ORIGINAL elastic 


impression compound 


Simple working technic . . . 
makes perfect impressions of 
difficult cases . . . no chilling in 
the mouth... convenient, clean 
and pleasant for patient and 
dentist. 

Price $1.75 per box at your 
Dental Dealer’s. 

The coupon on page 440 will 
bring you a booklet telling more 
about this valuable aid to better 
dentistry. 


Plastic 
when warm 


Elastic 
when cooling 


Rigid 
when cold 


Half pound box 


BUFFALO DENTAL 


MANUFACTURING CO. 
KEHR & URBAN STS., BUFFALO, N.Y. 
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The Newer 


DENTETTIES 


EASIEST TO OPEN IN A DARK ROOM 


"| 1. A slight bend lifts 2. Pull rip-tab back, 3. Remove film. 


the rip-ta opening packet. 
Costs You Less! Reg. Emul. Sensitex Emul. 
Slow) (Med. Fast) 


One Film Packet $3.00 per gross $4.00 per gross 
order direct. Two Film Packets 3.75 4.80 “« « 


GEO. W. BRADY & CO., 809 S. Western Ave., Chicago, Il. 


FRED KIDA 


Fine 
Porcelain Worker 


FRED KIDA PORCELAIN LAB. INC. 


625 MADISON AVE., N. Y. CITY - Tel. Plaza 3-1286,7,8 


You'll Thrill +" 


(jlorious Days 
and Nights in 


4 


Ar... 


you haven’t renewed 


ANGELES 


Land of orange groves with snow-capped mountains 
against the sky. ..of year round summer. ...of movie 
studios... .exotic night clubs delightful bathing 
beaches. Come to Los Angeles and. stop at Southern 
Californias finest hotel....the Clark. 
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FAMOUS FOR A DELIGHT- 

GOOD FOOD FUL ROOM ¢ JH} 
FROM COAST WITH BATH Vf 
TO COAST from 


SOUTH HILL STREET 


your subscription for 


1935 


please turn to 
page 442 
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See second cover D.D.12 


WILLIAMS GOLD REFINING COMPANY 
BuFFALO, N. Y. 


Please send new literature mentioned in 
ad. 


Dr. 


Address 


Dealer 


THE DENTAL DIGEST 


See page 407 


THE WesBer DENTAL Mec. Co. 
CANTON, OHIO. 


D.D.12 


Please send particulars concerning Weber 
Model 4 X-Ray. 


Dr. 
Address 


Dealer 


December, 1934 


See page 434 


RITTER DENTAL Mec. Co. 
ROCHESTER, NEw YORK 


D.D.12 


Please send complete information on Rit- 
ter Equipment. 


Dr. 
Address 


Dealer 


dental 
This fe enly 
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See page 436 


KELLY-BurrRouGHS LaBy., INC. 
57 East WASHINGTON ST., CHICAGO, ILL. 


[] Send descriptive folder. 
C] Enclosed is $1; send trial package. 


[] Deliver Standard $2.50 package through 
dealer. 


D.D.12 


[1] Deliver Specialist $5 package through 
dealer. 


Dr. 
Address 


Dealer 


See page 437 
Cook LABORATORIES, INC. 
THE ANTIDOLOR Mec. Co., INc. 


170 VaRICK STREET 
New YorK CIry. 


D.D.12 


Please send complete information on 
Novocain-Cobefrin as mentioned in ad. 


Dr. 
Address 
City 


See page 439 


BUFFALO DENTAL Mc. Co. 
BUFFALO, N. Y. 


D.D.12 


Please send booklet mentioned in ad. 
Dr. 
Address 


See third cover D.D.12 


COLUMBUS DENTAL MrFc. COMPANY 
CoLUMBUs, OHIO. 


Please send free booklets mentioned in 
your ad. 


Dr. 
Address 


Printed in U. S. A. 
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Low Surface Tension 


Means 
-- GREATER EFFICIENCY 


.--GREATER ECONOMY 


The efficiency of a mouth wash depends on its cleans- 


ing action. 

By cleansing action in the mouth is meant some- 
thing more than just haphazard surface cleansing— 
it means penetration into the minute folds and 5 aes 
crevices of the oral tissues—it means flushing out \ % ' Ae Bs 
debris, mucus, fermentable food particles. 

Astring-o-sol does this work of thorough cleans- 
ing most effectively, most economically, because it 


possesses a low surface tension. 


ASTRING-O-SOL 


A 4-02. Bottle Lasts as Long 
as Two Months 


Used twice daily, a 4-0z. bottle should last the 
patient about two months. Only a few dashes need 
be added to a half-glass of water to accomplish all 
that you expect from the most efficient mouth wash. 


The Tonic, Astringent Action 


eshing 
wash 


Every user of Astring-o-sol notices a pronounced 
tingling, tonic effect on the mouth and gum tissues. 


This is due to the astringent and tonic properties of 
the ingredients—zinc chloride, myrrh and oil of 


wintergreen. 


FREDERICK STEARNS & COMPANY 


DETROIT NE€CW YORK KANSAS Y SAN FRANCISCO 
SYDNEY, AUSTRALIA @ WINDSOR, CANADA 


Have your patients form the healthful habit 
of purging the mouth night and morning with 
the concentrated mouthwash, Astring-o-sol. 
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please 


If your subscription for the 1935 volume of The 
Dental Digest has already been renewed, either 
direct or through your dental dealer, a special re- 
newal card will not be enclosed in your copy of this 
issue. Thus, if no card is inserted you can be sure 
your renewal has been taken care of properly and 
that you will continue to receive The Dental Digest 
without interruption. 


1005 Liberty Avenue 


May we ask those of you who haven’t renewed 
to send in your instructions promptly. Tear off 
the renewal portion of the enclosed card. Sign it and 
put it in the mail immediately. Then you will be 
certain of receiving the complete 1935 volume of 
The Dental Digest—a volume which will be just as 
practical and instructive (and more so if possible) 
as the current one. 


Pittsburgh, Pa. 
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